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Notice of Serious Incident 

Case Number: 023158 

Date of Incident: 8/11/2024 

Date Received: 8/12/2024 

 

Facility Name: Perimeter of the Ozarks 

Facility Number: 237 

Incident Type: Dual 

Report Description: ? Serious injury requiring outside medical attention ? Resident?s 
attempted suicide X Allegation of abuse/neglect related to a restraint ? Resident?s death ? 
AWOL/Elopement ? Allegation of sexual/physical abuse ? Sexual Misconduct ? Other 
Patient/Resident Name/DOB: ,  

 and  Date/Time of incident: 08/11/2024 at 17:20 
Patient Insurance: Agency Name 
of Perimeter Staff Making Notification Date Time Name of Person Notified DHS  

 Director of Risk Management 08/12/24 18:00    
  Disability Rights Center, Inc.  Director of Risk 

Management 08/12/24 18:00 incidentreporting@disabilityrightsar.org Perimeter  
 Director of Risk Management 08/12/24 18:00    
 Chris Perry,  Guardian/Caseworker  Director of Risk 

Management 08/12/24 16:30 14:25 14:36  
 Director of Risk Management 08/12/24 Signature and title of staff 

completing this form Date: Name of Facility: Perimeter Behavioral of the Ozarks? Phone 
Number: 479-957-9857 ext. 108 Street Address, City, State, Zip: 2466 S. 48th Street Suite B. 
Springdale, AR 72762?? Please describe the incident: On 8/11/24, Residents  

 and were involved in an incident in which they engaged in 
property damage. Staff stood aside until residents began throwing items at and breaking a 
light fixture, which increased the risk of danger to staff and youth. This led to staff 
intervention and a physical confrontation as residents started assaulting staff. Each resident 
was restrained. During the debrief,  Nurse, raised concerns regarding the 
level of force deployed. On 8/12/24,  Director of Risk Management, and 

 Director of Nursing, reviewed camera footage of the incident and noted 
Mental Health Technicians  and  actions 



 
 

 

 

did not align with the company?s Restraint and Seclusion Policy. Specifically, it looked as if 
 twice kicked a resident that was being restrained on the ground,  

was seen swinging her fist back at a resident to try to get her to release her from a 
hair pull and later hitting a resident to try to get them to release another staff member, and 

 is viewed leaning over a resident on the ground with his forearm pressed 
against her neck. Residents were medically assessed, and  presented with a bump on 
the back of her head and a split lip. Actions Taken: ?  

 (Investigation ongoing) ? 
Staff suspensions. ? Medical assessments for  

 

Interim Action Narrative:  

 

 

Maltreatment Narrative:                                                             

 

 

Licensing Narrative:  8/13/2024- Program Manager emailed the facility to determine the 
residents guardianship status and confirm the ICA for the three staff involved. Program 
Coordinator requested permission to contact the facility from  
Background check status was requested from for all three staff named in the 
complaint.  confirmed all three had their background checks completed and 
approved.  gave permssion to contact the facility. 8/14/2024 - Licensing 
specialist reviewed the complaint and will conduct a visit with Program Coordinator  
to review video footage and initiate the complaint. 8/15/2024 - A visit was conducted with 

to review camera footage with time stamp 8/11/2024 17:00 - 17:24 and 17:24 - 17:47. 
Licensing sat in on interviews with and residents named in this 
complaint. Program Coordinator took a picture of the items the residents attempted to use 
as weapons toward staff. Licensing observed Unit Green and observed the light cover 
missing that the residents broke. Facility stated that cover plate has been ordered. The light 
bulb appeared to be covered with some type of covering. No headphones were observed in 
the dayroom area on the shelf. Program Coordinator also sat in with who 
spoke with resident's case manager and therapist. Program Coordinator provided 
therapist with contact information so that she could email a statement. 8/16/2024, Program 
Coordinator received a statement from resident therapist and it has been uploaded. 
Program Manager inquired about the date that the incident was Facility reported 2 

 on 8/12/2024 and provided documentation.  
















